UCSF

UC San Francisco Electronic Theses and Dissertations

Title

Pregnancy and preterm birth: Experiences of men of color who are partners to women at
medical and/or social risk

Permalink
https://escholarship.org/uc/item/3xq34711|
Author

Edwards, Brittany

Publication Date
2018

Peer reviewed|Thesis/dissertation

eScholarship.org Powered by the California Diqital Library

University of California


https://escholarship.org/uc/item/3xq34711
https://escholarship.org
http://www.cdlib.org/

Pregnancy and preterm birth: Experiences of men of color who are
partners to women at medical and/or social risk

by
Brittany Nicole Edwards
THESIS
Submitted in partial satisfaction of the requirements for the degree of
MASTER OF SCIENCE
in
Nursing
in the
GRADUATE DIVISION

of the

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO







iii
Acknowledgements

To my amazing thesis committee, Linda Franck, Monica McLemore, and Kimberly
Baltzell, it has been an honor gleaning from your brilliance and guidance this past year. | am
grateful for the unique expertise and dedication you each brought to my work. Linda, thank you
for guiding my process, making sure | planned ahead, and expecting only the best. Monica, thank
you for challenging me by asking deeper questions, and showing me how fun it is to analysis
your own data. Kim, thank you for your vast global perspective, editorial eye, and timely
encouragement. What a great team we made!

To our Fresno partners, Olga Nunez, Kristin Carraway, Allen Hodgkin, thank you for
helping recruit participants and support with focus group logistics. Allen, thank you for your
enthusiasm and your assistance with facilitating the groups.

My deepest gratitude goes to the men and fathers who participated in our focus groups.
Without you, this project would not be possible. Thank you for sharing your experience and
stories with us. Thank you for being vulnerable, honest, and teaching us about your concerns and
hopes for the future. It is because of you that | want to continue this work. May your voices
continue to inspire and rally us to action.

Lastly, I am forever grateful for my dear family and friends who have understood my
absences, sent encouraging notes, and allowed me to unwind in your company during busy
weeks. Thank you, Terri, Jerry, Brooklynn and Hoang for letting me crash on your couch when
traveling back and forth to Fresno, sharing your energy and excitement for this work, and
believing in me. | am incredibly grateful for the many hands that supported me along my thesis
journey. What a pleasure it has been completing this work and I could not have done it without

each of you.



Pregnancy and preterm birth: Experiences of men of color who are
partners to women at medical and/or social risk
by Brittany Nicole Edwards
Abstract
Background: Causes of preterm birth (PTB) in the United States are not only influenced by
maternal factors such as diabetes, but also social factors including ethnicity and socioeconomic
status. In California, 9.6% of all live births are preterm, with rates disproportionately affecting
women of color. The impact of paternal factors on birth outcomes have been studied, but little is
known about the experience of men of color (MOC) who are their partners.
Objectives: The objective was to explore the experiences of MOC who are partners to women
at risk for PTB through the following questions: (1) What are the personal experiences of MOC
during female partner’s pregnancy, birth, and the first few months after birth? (2) How do MOC
perceive the impact of their social environment, and their own mental and physical health on
their partner’s pregnancy, birth, and postpartum periods? (3) What do MOC perceive as barriers
and facilitators to having a healthy pregnancy?
Design: This research thesis was of qualitative design using focus group methodology. This
study was embedded within a parent study conducted by the California Preterm Birth Initiative
exploring experiences of women of color at risk for PTB.
Results: The following four themes emerged from thematic analysis: (1) “Being the Rock™:
Providing comfort and security; (2) “It’s a blessing all the way around”: Keeping faith during
uncertainty; (3) “Tell me everything”: Unmet needs during pregnancy and delivery; (4) “Like a

guinea pig”: Frustration with the healthcare system



Conclusions: This research revealed a new and shared narrative of MOC’s experience during
pregnancy, birth, and postpartum periods. Healthcare providers have an essential role to
acknowledge MOC’s experience of discrimination, mistrust, and to assess needs for support

which can improve birth outcomes.



Vi

Table of Contents

INEFOTUCTION. ... bbbt b et b et b et nb e r et b s 1
Statement of the ProbIEML..........ooi 1
Background and SignifiCANCE...........cciiiiiiiiie e 2
Thesis Aim & ReSearch QUESLIONS.........c.ccciiiiiiiiiiiie ettt 3
Operational DefINITIONS. .........cuiiiiiieiee bbb 3

CoNCEPLUAI FIAMEBWOIK........eiuiiiieie ettt ettt et e et e e s b e e s teesaesseesreeneeannesaeans 4

LITEIATUIE REVIBW. ....viiiiiiiitesti ettt b et bbbttt b et e et et bbb 6
QUANIEY APPIAISAL.....c.viieiiieieee s 9
Pregnancy and Childbrith.............c.oovoiiii s 10
Complications during pregnancy and childbirth..............ccccocoiiiiiiii e, 11
Preterm birth and the NICU..........ooiiii s 12
Summary and Critique of the Hterature...........ccooveie e 13

IVIBENOOS. ...t e bbb bbbt bbb bbbt b e 14
Study DesigN & SEEING......cccuiiiiiiiie it 14
CBO Roles and Sample SEIECLION..........ccviiereeeciese e 15
Focus Group Procedures and DESCHIPLIONS..........coiiierierieriirieseeeeie et 16
Data COIBCLION. ...ttt 17
DALA ANAIYSIS. ...t bbbt 18
Ethical CONSIARBIALIONS. .......cuvieeieitiieeeie e 19

RESUIES. ...ttt bbb e bbbttt b et 20
Sample Description and CharaCterisStiCs.........ooviiiiriereie e 20

MEN’S HEAIN. ... 20



vii

Major Themes and Experiences of Pregnancy and Birth............ccccooeiiiiiiinienciieinenn, 21
Theme 1: “Being the rock”: Providing comfort and Security ...........cccccevvevivervcvcinernenne 22
Theme 2: “It’s a blessing all the way around”: Keeping Faith during Uncertainty........... 22
Theme 3: “Tell me everything”: Unmet needs during pregnancy and delivery................ 24
Theme 4: “Like a guinea pig”: Frustration with the healthcare system...........c..cccccevuennee. 30
DISCUSSION. ...ttt ittt et e e et e e ettt e e et e e e ta e e e eaaeeeeaseeeaaseeaasee e seeeeaseeeaseeeanneeeanseeeanneneans 32
Current and FULUIe RESEAICH.........oiuiiiiiiiceeee s 33
IMPLICAtIONS TOr PraCliCe........cviiiiiiieiei e 34
Limitations & STrENGENS. .......c.ooiiiiiiie s 36
(070 ] Tod 11151 o] o FE SO PR PSRRI 36

R B OGRS . .ot 38



viii

List of Tables
Table 1: Inclusion and exclusion criteria for included StUdIES...........ccoovriviiiiine i, 7
Table 2: FOCUS GrOUP QUESTIONS. .......cviititiitiitieiieieeie sttt bbbt 17
20

Table 3: Participant demographiC table...........coooviiiiiiiic i



List of Figures and Appendices

Figure 1. Critical Race Theory elements and framework .............ccoccveveiieniesie s 43
Figure 2. Search Strategy reSUILS dIagram.........cooiiiiiiiinieieiee s 8
Figure 3. Thematic Map of experiences of men during pregnancy and birth................ccoeceieneen. 44
Appendix 1: Articles Included for @analysis...........ccccveiiiiiiiiieece e 45
YT I\ Y (o] 0 PSSR 45
ALMAGhaIren, 2016........cccuiiiieeiee e ra e 46
EIMIE, 2015, .. et 47
e 0NV =T 04 A O L YRR 48
KOWEIESSAN, 2014 bbbttt 49
POR, 2014ttt bbbt 50
] (L] 1 TR O R 51
Appendix 2: Quality Assessment of included StUdIES..........c.cvveviiiieie i 52

Appendix 3: Overarching themes within the [Iterature.............ccooviiiiienne e, 53



Pregnancy and preterm birth: Experiences of men of color who are
partners to women at medical and/or social risk
Introduction
Statement of The Problem

Every year, more than 15 million babies worldwide are born premature (WHO, 2016).
Babies who are premature are at increased risk for neonatal infection, and other comorbidities
including infant death before they reach their first birthday (WHO, 2016). In the United States
(US), causes of preterm birth (PTB) are not only influenced by maternal health factors, such as
high blood pressure and diabetes, but also social factors including ethnicity, socioeconomic
status, and chronic stress (Tsai et al, 2017). A current report from the March of Dimes (MOD)
(2016) states that in California, 9.6% of all live births are preterm, with rates disproportionately
affecting women of color (WOC). Specifically, African American and Black families have 48%
higher rates of PTB than all other families in California (MOD, 2016). Researchers are learning
valuable lessons from listening to the voices of WOC who have been disparately impacted by
systems of injustice and discrimination (Goode, 2014), but little is known about the experiences
of the men of color (MOC) who are their partners.

The impact of paternal factors on pregnancy and birth outcomes has been rigorously
studied. Paternal mental instability, negative health behaviors, and poor relationships with the
mother all have been linked to increased rates of PTB (Ihongbe & Masho, 2017). It has been
found that low birthweight and PTB outcomes decrease with father involvement (Ngui,
Cortright, & Blair, 2009). Furthermore, WOC attest to the benefits of father involvement which
lead to decreased family strain and maternal stress (O’Brien, Quenby, & Lavender, 2010).

Narratives are spoken about MOC by others, however, what do these fathers say for themselves?



By listening and learning from the experiences of MOC, deeper insight and appreciation will be
attained, to further develop interventions that may improve birth outcomes and prevent PTB.
Background and Significance

The role of the father in the family unit has been the source of conversation and debate
for many years (Roy, 2008). Sociologists and investigators have become more aware of the
impact of paternal involvement and absence on birth outcomes and across the life span. During
the postpartum period, paternal involvement improves cognitive and socio-behavioral
development of the newborn including increased weight gain and breastfeeding rates (Garfield &
Isacco, 2006). Paternal absence has been shown to negatively impact children’s emotional
development, mental health, and educational attainment (McLanahan, Tach, & Schneider, 2013).

Unfortunately, an increasing trend of paternal absence is seen in low-income and
communities of color in the US (Roy, 2008). Investigators have speculated that this may be
largely due to systemic and institutional policies such as unjust policing systems or assistance
programs giving low-income mothers financial incentives for living alone (Ball, 2009; Hogan,
2004). Men of color are more likely than White men to live in poverty, reside in polluted
environments, be exposed to toxic substances, experience violence, and work in dangerous
occupations (Griffith, 2015). The accumulation of trauma and stress on MOC disparately impacts
not only themselves, but their families (Griffith, 2015). Paternal absence for families of color
may lead to even greater risks for negative birth outcomes. For example, in one study (Alio et al,
2011), the risk of infant mortality for Black families was found to be four-fold higher in
comparison to White families with absent fathers.

Whether MOC are involved or not, little is known about their own experience during

pregnancy and as fathers. Due to the lack of MOC perspective, others have made and accepted



narratives about MOC during fatherhood. Since the 1930’s, the same stories have been told about
Black men in America as absent and endangered (Brown, 2011). This narrative has been
accepted but does not reflect actual experiences of Black men themselves (Brown, 2011).
Sociologists recognize that social and behavioral research on fatherhood is based on White,
middle-class families, also excluding Latino perspectives (Parke et al, 2004). Similarly, scholars
call for more research on experiences from fathers of Indigenous origin where government
policies and interventions have completely disrupted communities (Ball, 2009). Thus, filling this
gap by listening to the experience of MOC during pregnancy is critical. Without their collective
voice, incorrect assumptions will continue to dominate research and health interventions for
MOC and their families will continue to be limited.
Thesis Aim and Research Questions:

The overarching aim of this research thesis was to explore the experiences of MOC who
are partners to women at risk for PTB through the following research questions:

1. What are the personal experiences of MOC during pregnancy, birth, and the first few
months after birth?

2. How do MOC perceive the impact of their social environment, and their own mental
and physical health on their partner’s pregnancy, birth, and postpartum periods?

3. What do MOC perceive as barriers and facilitators to having a healthy pregnancy?
Operational Definitions

For purposes of this study, the following definitions were specified:

1. Men of Color (MOC)/Women of Color (WOC)/ Person of color (POC) — Men,

women, and people of color are defined as individuals in the US who self-identify as



Black, Hispanic, Asian, Indigenous, and other ethnicities other than White, European
or Caucasian.
2. Preterm birth- Babies who are born before 37 completed weeks of gestation
3. Social (environmental) versus medical risk of PTB —Social risk of PTB refers to
social and environmental determinants that have been found to increase risk of PTB,
such as racism and chronic stress (Misra, Strobino, & Trabert, 2010). Medical risk of
PTB refers to maternal physiological risk factors such as previous preterm birth, short
cervical length, and infections during pregnancy (National Institutes of Child Health,
2017).
Conceptual Framework
Critical Race Theory (CRT) was birthed out of the minds of legal scholars and activists to
uncover the relationships between “race”, racism, and power (Delgado, 2017). This particular
theory provides a unique perspective to explore the experience of MOC. With this lens,
investigators can better appreciate the entire experience of identifying as a POC living in the US
that may be missed using other frameworks. Figure 1 shows core elements and framework of
CRT. Critical race theory has the following major elements; 1) The centrality of race and racism
in society, 2) The challenge to dominant ideology, 3) The centrality of experiential knowledge,
4) The interdisciplinary perspective, and 5) The commitment to social justice. This theory
recognizes that racism is engrained in American society and a common experience of most POC,
although “race” is a product of social thought with no biological foundation (Delgado, 2017).
The oppression placed on POC in the US has many components that can be understood through

the concept of intersectionality, where layers of oppression may be multiplied depending on how



one presents (Delgado, 2017). This thesis drew primarily from CRT elements of challenging the
dominant narrative and the centrality of experiential knowledge to explore experiences of MOC.

Critical race theory acknowledges the fact that some voices are more powerful and have
more influence than others. It explores why POC have fundamentally different experiences
living in America, and advocates that sharing their narrative and challenging the dominant
narrative, will help everyone respond to make change (Delgado, 2017). Sharing narratives will
also help POC feel validated, and further display the “reality of Black and Brown lives” in the
US (Delgado, 2017).

Critical race theory has been applied to change the narrative of research on birth
outcomes for WOC. The scientific community realizes there is an urgent need to explore why
these disparities exist. Midwives, researchers, and other healthcare providers (HCPs) have
learned invaluable lessons from listening to the experiences WOC during pregnancy and birth.
Women report that autonomy and shared-decision making during the perinatal period is
particularly important, and these factors deeply impact maternal satisfaction and birth outcomes
(Vedam et al, 2017). Socially disadvantaged women desire to engage in discussions with their
maternity care providers but report not feeling safe or in control of decisions being made (Ebert,
Bellchambers, Ferguson, & Browne, 2014). Researchers identified that chronic stress due to
racial discrimination negatively impacts maternal outcomes (Goode, 2014). Specifically, WOC
who report experiencing discrimination were found to have higher association of PTB
(Rosenberg, 2002). By sharing their stories, WOC called attention to this neglected experience,
gave it a name, and collectively make an impact to help guide further research.

As the experience of MOC during pregnancy and birth is viewed through the lens of

CRT, it recognizes that racism and discrimination are engrained within our institutions and



health systems. MOC can experience oppression in different degrees or intersections (Delgado,
2017) depending on how they present for care. By highlighting the CRT elements of experiential
knowledge and dominant ideology, the voice of MOC and unique experiences during pregnancy
can be heard, which may challenge the dominant narrative. According to CRT, if an experience
from those without power is not shared, the dominant narrative will remain (Delgado, 2017). In
what ways do our institutions and systems cause MOC to experience racism or discrimination?
What are their experiences while interacting with health systems and what concerns them most
about their partner’s pregnancy? Critical race theory provides a framework to build upon this
exploration.
Review of the Literature

To explore current research available on the experiences of MOC during pregnancy,
childbirth, PTB, and in the neonatal intensive care unit (NICU), a critical review was conducted
using the SPIDER tool (Cooke, Smith, & Booth, 2012). This search tool is used for qualitative
research and takes into account sample, phenomenon of interest, design, evaluation, and research
type (Cooke, Smith, & Booth, 2012). PubMed, Embase, CINAHL, and PyschINFO databases
were searched using the following search terms: men’s and father’s experience, male
involvement, paternal support, men of color, minority groups, African American, Hispanic
American, Latinx, Asian American, Native, Indigenous, pregnancy, preterm, prematurity, and
neonatal intensive care unit, focus group, interview, and qualitative. Initially, a total of 1,976
articles were found within the databases. Titles and abstracts were reviewed for inclusion if they
reported on experiences of MOC during pregnancy, childbirth and PTB, were of qualitative
design, written in English and published after 2008. Some studies explored experiences of men

from specific subgroups, such as adolescents in juvenile systems, alcohol and substance abuse



during pregnancy, or partners with STI exposures. However, these articles did not meet overall
criteria and were excluded for the following reasons: reported on women’s experience,
adolescents, men living outside of US, experiences outside of pregnancy, reported on couples
and unable to distinguish male voice, not written in English, or reported on irrelevant themes
such as family planning methods, partner violence, STI prevention, and abortion. All articles
within the initial search were excluded. Thus, the population of interest was expanded to include
men of every ethnicity and over 35,000 potential articles were found. Moreover, all of the
primary research studies meeting the inclusion criteria were also found to be included and
critiqued in subsequent literature review papers. Thus, the inclusion/exclusion criteria for this
research were further restricted to literature review articles of published peer-review studies.
Table 1 includes adjusted inclusion and exclusion criteria. Figure 2 displays search strategy and
included studies.

Table 1: Inclusion and exclusion criteria for included studies

Inclusion criteria

Exclusion criteria

Articles reporting on previously
published research regarding the
overall experience of men, 18
years of age or older, during
pregnancy, childbirth, and the
early postnatal period, including
NICU

Articles reporting on mother’s
experience only or unable to distinguish
men’s voice in “couples” or “parents”

Full text, English language
Literature reviews published after
2008

Abstracts reporting on irrelevant themes
outside of pregnancy, (family planning
or STI prevention) or study results from
interventions with men

Men 18 years of age or younger

Qualitative literature synthesis or
integrated literature review

Quantitative literature review or meta-
analysis




Figure 2: Search strategy results

Articles excluded after limiting to:

Potential articles identified from search Published between 2008-2018
strategy Peer-reviewed, academic journals
(n=35,251) Inclusion criteria

(n=30,762)

v

|

Potential articles evaluated on titles
(n=4,489)

Articles excluded after duplicates
removed
(n=3,959)

v

\ 4

Aurticles evaluated on title and abstracts
(n=530)

Atrticles excluded due to exclusion
criteria (n=402)

v

\ 4

Full text articles and reviews reviewed
(n=128)

Articles excluded after further
review due to exclusion criteria
— | (n=121)

v

Total reviews included in analysis
(n=7)

Overall, seven literature reviews (LRs) were identified and included for final analysis.
Three of the seven LRs reported on the experience of fathers during normal pregnancy and
childbirth. Poh (2014) synthesized men’s experiences during pregnancy from the largest sample
of fathers from around the world, while Kowelessar (2014) was the first review to report on the
experience of first-time fathers. Steen (2011) focused on father’s experiences who live in high

resource settings. The following four LRs synthesized studies on men’s experiences of trauma



during pregnancy (EImir & Schmied, 2015), mental health (Lever Taylor, Billings, Morant &
Johnson, 2017), PTB and their experience in the NICU (Al Maghareh, Abdullah, Chan, Piaw &
Al Kawafha, 2016; Provenzi & Santoro, 2015;). In total, 94 individual studies and over 3,200
participants contributed to the LR findings. Male participants represented many countries around
the world, however the majority of studies were conducted in the United Kingdom (UK),
Sweden, and Australia. The included studies used various qualitative methods including
grounded theory, phenomenology, descriptive design, and longitudinal ethnography. Data
collection methods also varied with a majority being focus groups, semi-structured interviews
and surveys. Details of study designs, methods, characteristics of studies, and conclusions are
found in Appendix 1.
Quality Appraisal

Currently, there is no gold standard appraisal tool for the analysis of the quality of
qualitative LRs. Thomas and Harden’s (2008) criteria are commonly used and allow for the
assessment of qualitative reviews by critiquing content reporting, strategies, and appropriateness
of methods and data collection. Appendix 2 displays results of the quality assessment of the
seven LRs using these criteria. All seven LRs were of medium to high quality. All but one study,
(Poh, Koh & He 2014) used a study critique tool to evaluate included studies. Literature findings
were reported as major themes and grounded in participant perspectives. All reviews reported
aims, context, rationale, methods and findings. Therefore, all seven LRs were deemed
appropriate to use in this analysis.
Pregnancy and Birth

Three of the LRs, which included 61 individual studies, explored men’s experiences

during normal, full-term pregnancy and childbirth. During pregnancy, most first-time fathers
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experience a transition during pregnancy, from an initial apprehension to acceptance of the
pregnancy (Kowelessar, 2014). This journey comes with both physical changes, like symptoms
of pregnancy (Kowelessar, 2014), and emotional or behavior changes (Poh, Koh & He 2014).
Men value the transition to fatherhood and desire personal improvement, such as quitting
negatives habits and becoming conscious of their own lifestyle (Poh, Koh & He 2014). Most
fathers see themselves as a valued partner to their pregnant partner, with a strong desire to
support and engage during pregnancy and birth (Steen, 2011). An accumulation of emotions is
usually expressed at the birth of their child when men are overcome with emotion and sometimes
anxiety (Poh, Koh & He 2014).

When interacting with healthcare providers (HCPs), fathers have a variety of experiences.
Most men have positive experiences when they are they are acknowledged through father-
directed interventions such as skin-to-skin and kangaroo care (Steen, 2011). Negative
experiences occur when HCPs fail to acknowledge the father’s role or encourage engagement
(Steen, 2011). Interestingly, all three reviews discussed exclusion as a major theme in men’s
experiences. Fathers report feeling distant and separated in a “mother-centered” system and
needing more information to help support their wife or partner (Kowelessar, 2014; Poh, Koh &
He 2014; Steen, 2011). The way in which information is provided impacts fathers’ experiences
as well. For example, some fathers expressed further exclusion after attending birthing classes
where midwives and HCPs desired inclusion (Poh, Koh & He 2014). Most fathers, whether it is
their first pregnancy or not, saw themselves more than a passive supporter and wanted to be fully
engaged (Kowelessar, 2014). This experience of exclusion was also felt by men living in high
resource settings who named their experience an “undefined space” in maternity care (Steen,

2011).
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In all, study conclusions on experiences during normal pregnancy are consistent with one
another. However only five of the 61 included studies reported were from the US. Although Poh
et al (2014) has the largest number of participants from different countries, none were from the
US. Authors acknowledged this limitation of possible exclusion of men’s experiences from a
highly medicalized obstetrician-led care model, in comparison to European experiences in a
midwife-led care model (Poh, Koh & He 2014). Further qualitative research is needed to fill
these gaps in the literature and determine if presented themes apply to men in the US, to MOC,
and to men who live in low resource settings.

Complications During Pregnancy and Birth

The following two LRs, composed of 28 studies, reported themes on experiences of men
during complications of pregnancy. During traumatic events, such as an obstetric emergency,
fathers experienced long-term emotional impact (EImir & Schmied, 2015). Fathers felt stripped
of their role, and ultimately powerless while craving more information about the medical
situation, and their partner or baby’s health (EImir & Schmied, 2015). Fathers experienced guilt
for not acting quickly during an emergency or thinking their actions could have prevented the
trauma that occurred (EImir & Schmied, 2015). These long-term effects also affected the
intimacy and romantic relationships between couples, as they tried to cope and process
information with unanswered questions (Elmir & Schmied, 2015).

When fathers supported partners with postpartum depression, anxiety or psychosis, they
similarly experienced neglect and found themselves needing information about mental health
changes (Lever Taylor et al, 2017). However, findings suggested that men are reluctant to ask for
help because of pressure of conforming to masculine roles and being strong. Partners expressed

acknowledgment that support groups are helpful, but realized their reluctance to participate.
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When fathers did participate, not all thought it was helpful, some perceived the information
given caused more stress. Additional stress was experienced when fathers perceived a delay in
treatment for their partner. Men lacked information about their partner’s condition and perceived
inadequate care was given (Lever Taylor et al, 2017).

Lever Taylor et al. (2017) was the only study that reported a theme of men’s ambivalence
and indifference with regards to their partner’s mental health changes. Further research is needed
to determine to what extent ambivalence is experienced and under what circumstances. Five of
the studies from the Lever Taylor et. Al (2017) LR on mental health were from the US, and may
or may not apply to the experience of MOC. The Elmir and Schmied LR (2015) on traumatic
pregnancy did not include any men from the US. Examined through the CRT lens, response to
traumatic birth and mental health during pregnancy for MOC are likely to differ from their White
counterparts and research in this area is urgently needed.

Preterm Birth and the NICU

The final two LRs reported men’s experiences during PTB and in the NICU and included
23 studies. Researchers describe a full range of emotional changes and informational needs of
the father during an unexpected PTB and after discharge form the NICU. Fathers expressed their
experience of having a preterm baby as an emotional roller coaster, with attempts to cope and
represent themselves as both bread-winner and caregiver (Provenzi & Santoro, 2015). During the
unexpected event of PTB, feelings of stress, fear, depression and shame dominated fathers’
experiences (Al Maghaireh et al, 2016). During the NICU stay, fathers expressed stress over
hospitalization, a changing of their role, and impact on their own emotional and physical health
(Al Maghaireh et al, 2016). As their infant needs increased, so did men’s experience of role

inadequacy (Al Maghaireh et al, 2016). Some fathers described feeling afraid to hold their
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preterm baby and feeling disconnected, but those who participated in skin-to-skin holding and
caregiving activities accepted their transition to fatherhood more smoothly (Provenzi & Santoro,
2015). Orne individual study conducted in Iran described the experience of fathers who were
immigrants and low socioeconomic status (Heidari et al., 2012). These fathers experienced more
stress and shame of going back to work while coping with a preterm baby (Heidari et al., 2012).
When NICU staff did not engage fathers, they felt unwelcomed and excluded from their own
family and perceived role (Al Maghaireh et al, 2016).

Al Maghaireh’s study (2016) did not report on studies from the US, where PTB rates
disproportionately affect POC. However, Provenzi & Santoro’s LR (2015) included one study
from the US. Additionally, it was the only LR to acknowledge cultural and social impacts of
PTB for immigrant fathers and men with low-income communities (Provenzi & Santoro, 2015).
Provenzi & Santoro encouraged NICU staff to recognize cultural and social impacts to families
and practice family-centered care (2015). Further research is needed to listen to MOC from
disadvantaged and immigrant backgrounds in the US.

Summary and Critique of The Literature

From the review of the qualitative literature summarized in seven LRs, major themes
were found to be salient throughout the continuum of experiences for men (see Appendix 3).
Regardless of country or settings, uncomplicated or complicated pregnancy, men experienced
role transition, mixed emotions, neglect and unmet informational needs. For men, the provision
of maternity care had an impact on their experience. Less common themes were ambivalence,
symptoms of pregnancy, change in relationship, and barriers to involvement. However, this
literature review revealed many gaps in the research. There is a lack of research within the US

context as most of the studies are from international samples. The literature from the US is
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lacking research on men’s experiences with positives outcomes and is concentrated on cases with
negative maternal and baby outcomes, such as mental health complications and preterm birth.
One LR noted the importance of social impacts on PTB and called for more research in this area.
There is insufficient evidence to make conclusions about the experience of men in the US, and
whether it is the same or different than men from other countries. Above all, this literature
review found no published studies that explored the experience of MOC during pregnancy,
childbirth, PTB, or in the NICU. Therefore, it was the goal of this research thesis to explore these
experiences of MOC. As families of color disproportionately carry the burden of PTB, there is a
definite need and multiple reasons to include men’s experiences in this discussion. Nursing,
midwifery and medical researchers must listen to the voices of MOC during the prenatal and
postpartum periods. Historically, POC have been subjects of unethical research and have
appropriately developed medical mistrust of HCPs and investigators. Research that begins with
listening to MOC provides an opportunity for researchers and HCPs to not only build trust and
improve relationships, but better understand and care for those at highest risk for PTB.
Importantly, it is crucial to move the focus of research from White men during pregnancy to
MOC where outcomes are worse.
Methods

Study Design and Setting

This qualitative study was embedded within a larger project conducted through the
California Preterm Birth Initiative (PTBi-CA). The PTBIi-CA is a multi-year research initiative
striving to decrease the burden of PTB in Fresno, Oakland, and San Francisco (UCSF, 2016).
Through a transdisciplinary approach, researchers have identified higher PTB rates in

neighborhoods with less access to medical care, food, transportation, and more exposure to
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violence (UCSF, 2016). The PTBI-CA investigators leading the parent study used focus group
methodology to involve women at high medical and social risk for PTB in creating PTB research
priorities. Study methods for the parent study and are described in detail elsewhere (Franck et al,
2017). Focus group methodology is an appropriate approach for this research thesis as it provides
investigators a chance to listen to key stakeholders and learn from their experience (Halcomb,
Gholizadeh, DiGiacomo, Phillips, & Davidson, 2007).

Fresno, CA, was chosen as the parent study pilot site the first focus groups for MOC.
This city continues to carry the highest incidence of PTB for large counties in California, a
reported 10.1% of live births (MOD, 2016). Additionally, women from Fresno who participated
in the parent study expressed the importance of their partners within the family unit during
pregnancy (McLemore et al, 2018). The PTBi-Fresno County branch was chosen as the partner
community-based organization (CBO) to host and recruit participants. This group was chosen as
they also assisted in hosting the parent study groups.
CBO Roles and Sample Selection

An initial meeting was scheduled with the CBO partner to agree upon roles and
recruitment plan. Due to the fact that all primary investigators identified as female, the CBO
identified a male co-facilitator, who was also a community leader with PTBi-Fresno, to help
facilitate groups. Research shows that focus group facilitation may flow differently in groups that
are mostly homogenous in regard to gender status (Hollander, 2004). Focus group days, times,
and venue was confirmed by the CBO partner.

Recruitment and enrollment was conducted by the partner CBO. Male partners of women
who participated in parent study focus groups were contacted first. All women from the parent

study experienced a PTB or were at medical or social risk for PTB (McLemore et al, 2018).
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Additional MOC were recruited using snowball sampling of recruited study participants.
Snowball sampling refers to a sampling method where current participants recruit future
participants for the study (Goodman, 1961). All participants identified as a POC. Male partners
were excluded if they were less than 18 years old or did not speak or write in English. A
recruitment flyer was created and distributed by the CBO with the intent to enroll 10-12 MOC.
Men were invited to two focus groups, 2 hours in duration each, and held 4 weeks apart.
Participants received $50 for participating at each group. Additionally, dinner and childcare were
provided for participants.

Focus Group Procedures and Descriptions

Before each focus group, researchers, the CBO partner, and facilitators reviewed group
logistics by conference call or in-person meetings. Modifications to the parent study facilitation
guide were made by team members to include the specific research questions to address this
study’s aims. For example, new questions were included to ask about their personal health,
support systems, and experience supporting their pregnant partner before, during and after
delivery. Questions were agreed upon by lead investigators (see Table 2 below). Reminder and
confirmation calls were made one week and two days before focus groups.

In the first focus group, a grounding exercise was conducted by the male co-facilitator
and introductions were made of the research team and guests. Participants were asked to share an
introduction of their experiences of pregnancy and/or PTB. Facilitators followed the Facilitation
Guide (Franck et al, 2017) to further illicit experiences and uncertainties from participants.
Following the methods of the parent study, researchers helped participants develop a list of
uncertainties about their experiences of PTB (Franck et al, 2017). Uncertainties were recorded on

flip charts for participants and investigators to review.
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1) Describe your interactions with healthcare providers
and staff

10) Can you describe your experience(s) of seeking
health care during your partner or spouses’ pregnancy?
e  What stands out in your mind? What
questions did you have?
e What would you change about this
experience? What would you do differently?

2) What do you perceive as barriers and facilitators to
seeking healthcare?

11) What things did you want to know that your health
care provider couldn’t answer for you or your spouse?

3) What does health mean to you?

12) What things did you wonder about after talking
with family or friends or after reading about them?

4) What have you experienced while supporting your
spouse or partner during pregnancy?

13) What was your experience like with having a baby
born early?

5) How would you describe your own health during
this time?

14) When you hear that families of color in Fresno
have such high rates of preterm birth, what questions
does that bring to mind for you?

6) What emotional and mental changes did you
experience?

15) Do you have any unanswered questions or an
uncertainty about what causes preterm birth and how to
prevent it?

7) How would you describe your support system?

16) What about treatment of babies and support for
families?

8) Where you working or taking care of other children?

17) What questions do you have about the NICU
experience?

9) What have you observed in the experiences of other
men of color in your family or community?

18) How do you think that answering that question
through research will help other MOC/ families?

The second focus group occurred four weeks after the first session. Participants were

welcomed and asked to respond to questions 1-3 in Table 2. These questions were specific to

men’s health. Additionally, participants were asked to share their reflections, as well as hopes for

how this research could benefit their families and communities.

Data Collection

Focus groups were recorded and then transcribed by an outside organization. Researchers

used flip charts and field notes to record answers to generated questions. Notes were reviewed

for content and merged on a single Word document for analysis.
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Data Analysis

Thematic analysis (Braun & Clarke, 2006) was used to analyze and report patterns and
themes within the data set. Thematic analysis is widely used and fitting for this analysis of the
focus group transcripts and field notes. Specifically, inductive analysis, rather than theoretical,
was used as the coding process did not fit into a preexisting coding frame and was not driven by
the researcher’s area of interest (Braun & Clarke, 2006). The data were analyzed using the
following six steps: 1) Familiarize yourself with your data, 2) Generate initial codes, 3) Search
for themes, 4) Review the themes, 5) Define and name themes 6) Produce the report (Braun &
Clarke, 2006). In order to become familiar with the data, recordings of focus groups were first
listened to, while researchers simultaneously read over transcript approximately five times. Edits
were made to transcript to remove subject identifiers and corrected for accuracy. Manual line-by-
line coding was done by the primary investigator to gather initial codes represented in the
transcript. Codes were written on working transcripts as comments next to each line. Next, a
second investigator conducted chunk-by-chunk coding after initial codes were identified. A list
of codes was developed and placed in a code bank with references to important quotes from
men’s experiences. The primary investigator assigned tally marks to initial codes while
simultaneously reading the transcript two more times for accuracy. Initial codes and sample
quotes were placed in an Excel document and sent to the research team to search for sub-themes
in the data. Broader themes were then pulled out of the data to create a thematic map of men’s
experiences (Figure 3). Each identified theme was further defined and named. Final themes that
represented the experiences of MOC were reviewed by thesis committee and finalized.

To ensure qualitative rigor and trustworthiness, credibility, transferability, dependability

and confirmability are addressed according to Thomas & Magilvy (2011). Research findings and
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themes were credible as they reflected direct quotes from the participants. During the second
session, participants gave feedback and confirmed the themes identified from the discussion
during the first group. Transferability was established by providing demographics of participants
and geographic information to describe the main characteristics of the population from which the
sample was derived. Dependability was established as the following were discussed in this
thesis: the purpose of study, selection of participants, methods, data collection and analysis, and
presentation of results (Thomas & Magilvy, 2011). Confirmability, which requires introspection
of the researchers about their own perspectives and biases that may arise (Thomas & Magilvy,
2011), was established. Two of the primary investigators, and as well as the male facilitator,
culturally identified as a POC. Lead investigators reflected on their own experience of
discrimination and/or being a person with a religious background, so as to minimize the
influence of their own bias on the findings. During focus groups discussions, participants were
asked for their own definitions of the themes and common words used to describe experiences.
Finally, investigators reviewed the themes from the two sessions and came to consensus for
results as suggested by Sandelowski et al (2002).
Ethical Considerations

This study was reviewed and deemed exempt from human subjects protection procedures
by the University of California, San Francisco Committee on Human Research (# 15-15698).
This exemption was based on Institutional Review Board Criterion 2: Use of educational tests,
surveys, interviews, or observations of public behavior. Participants were notified that a portion
of the meeting was to be recorded with their approval, and all identifying information was
removed from transcripts to maintain anonymity. Participants received $50.00 in

acknowledgement for participation in each session.



20

Results
Sample Description and Characteristics
In total, twelve men participated in two consecutive focus groups (N=12). Eleven MOC
attended the first group, and one new participant joined the second group. Table 3 shows the
demographic characteristics of participants. Six men identified as Latino or Hispanic, five
identified as African-American, and one identified as Asian American. All participants were
married, from the Fresno County area, and all but two men were employed. Given the small

sample of participants, the demographic table is limited to maintain confidentiality.

Table 3: Participant demographic table

Reported
Marital Reported Reported Full- Reported Reported Reported Adverse
Status: Employme term Preterm Cesarean event during
Participants Married nt pregnancies Birth section pregnancy or birth
12 12 10 10 7 9 10

Men’s Health

In order to contextualize the discussion around their experiences of pregnancy and birth,
men were first asked general questions about their definition of health, barriers and facilitators to
seeking care, and interactions with healthcare providers. Men defined good health to be a mix of
healthy behaviors with physical, mental, spiritual, and relational components. Being healthy
comprised more than staying active or having good nutrition. Health included maintaining close
relationships with family, going to church or mass, coping well in stressful circumstances, and
having an outlet for personal self-care. Barriers to health included men’s expressed emotions of

ambivalence and avoidance to seeking healthcare for themselves. For some, going to a healthcare
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provider “costs too much, hurts too much, and takes too much time”. One participant stated that
men are “hard-headed” and like to “tough it out”. Participants agreed that is was easier to “be
your own doctor”, delay treatment, and use natural or familial remedies for most health concerns.

When asked about their own interactions with HCPs, there was very little discussion. One
participant explained the importance of communication and acknowledged his own quiet
behavior during appointments. He preferred providers who asked probing questions to help him
open up. When men were asked in session two about their own health interactions, interestingly,
men reverted to sharing stories about their wife during pregnancy or other family members. Most
of the discussion was focused on their experiences during pregnancy and PTB.

Participants were very concerned about increasing high rates of PTB within Fresno and
the Central Valley. Following the methods of the PS, participants were asked to create a list of
research priorities for future PTB investigations. Interestingly, participants listed the topic of
men’s health last on their top 10 research topic priorities. Men believed their own health was not
a major contributor to their wife’s risk of having a PTB, but that it was important to the
outcomes of PTB.

Major Themes from Experiences of Pregnancy and Birth

The following four major themes emerged from the analysis of the experience of MOC during
and after pregnancy: (1) “Being the Rock”: Providing comfort and security; (2) “It’s a blessing
all the way around”: Keeping faith during uncertainty; (3) “Tell me everything”: Unmet needs
during pregnancy and delivery; (4) “Like a guinea pig”: Frustration with the healthcare system.
Themes were experienced throughout antepartum, intrapartum, and postpartum periods, and they

are described below in more detail with specific illustrative quotes from participants.
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Theme 1: “Being the rock” Providing comfort and security.

Every participant described the desire to be the stable “rock” and foundation for their
wife or partner during pregnancy. Some men described this desire as innate and central to their
role in the family. There was a general consensus that their role as fathers should be to support
their partners and make them feel comfortable at all times.

One participant described his experience of supporting his wife:

If I want to cry, you know I’'m not going to cry because | can’t allow her

to feel that I’'m weak, but she needs to have that rock... that’s kind of our

role and that’s what we have to do, so we do it, but that can be difficult.

Another participant explains his reaction when his wife wished she was pregnant again, so he
could treat her differently:

| didn’t realize | treated her any different, but she said I took care of her

more and made sure | took care of a lot of things...I like to contribute to

that, to the stress levels being lower.

Participants agreed that their partner was a main priority, especially when the time was closer to
delivery.
Theme 2: “It’s a blessing all the way around” Keeping faith during uncertainty

A second central theme pertains to a balance between faith, fear, and uncertainty.
Unprompted, many participants identified with a religious background, and some specifically
with Christian or Catholic faith. One participant simply stated:

It’s [Faith] the first priority because that’s where you go.

Men expressed feeling uncertainty and fear, like a “roller-coaster”, when the status of
their baby’s health was unknown, after receiving an undesirable diagnosis, after a bad outcome,

or when HCPs did not have answers. Ten of the participants reported experiencing trauma or an

adverse birth event, and seven participants also had one or more PTB experiences. However,
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they expressed that their faith in God kept them grounded. One participant explained his fear
when his family found out their twins had twin-to-twin transfusion, which required surgery.

...Everything was going good up until that one doctor told us something
was wrong... from that moment to their birth, every day was scary... So
we just kept strong in our faith...I’1l never forget because throughout the
whole process there were so many people, complete strangers...and they
would tell us like ‘I’m going to pray for you’.. For me that was God in all
those people.

Three participants expressed fear and disappointment after having a bad outcome or fetal death.
One participant recalls:

Every birth something really bad happens. He [the baby] kind of made us
really afraid of having another baby. Any my wife, she’s like ‘Just give it
atry’. | wasn’t really feeling good about it, but it happened.

Another participant experienced multiple PTB experiences, including fetal death. Processing
through his experiences, he recalls his fear that HCPs don’t have all the answers. Yet, he shares
his gratitude from his child’s life.

...And the scary thing about those, what we learned is that they [the
doctors] don’t really know why you catch the infection and they have little
information about it...He was the smallest baby that they ever seen
actually alive at that time because he wasn’t even a pound. So, it’s a
learning experience. | wouldn’t change any of it for the world because |
feel like it made us all stronger. Again, and he made it better for my
youngest and my daughter to come into this world. So yeabh, it’s a blessing
all the way around, you know?

Participants who experienced a PTB generally appreciated all the support from NICU nurses and
staff. One participant explained his gratitude and said:

The blessing is that | can even talk about this now. That was a really rough

time with my whole family and everyone around. So, I learned so much

with just NICU and preemies and the services that come behind that and
the support groups... And we used every bit of it. It helped us out a lot.
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All participants had hopes for healthier babies for their Fresno communities and hoped
research will find answers moving forward. They agreed that pregnancy “should be the best time
of your life”.

Theme 3: “Tell me everything” Unmet needs during pregnancy and delivery

“Are there any?” Needing support services for themselves and community. The
majority of the discussion for both focus groups was centered around the third theme of unmet
needs. Participants experienced a lack of support services, had diverse informational needs, and
desired better communication from providers to make decisions. Participants were often
unaware of support services for themselves and their community. They continued to ask
throughout the discussion: “Are there any...?” The ideal form of support described by
participants came in the form of a “coach”, an advocate, or a pastor who would help make
decisions and be a liaison between the hospital and family.

Support services were desired, not only for themselves, but for people in their
community. Participants agreed that services are needed for their family members who don’t
know how to ask the right questions. One participant said:

We recognized because of our backgrounds and families and the people

that we work with, a lot of people don’t have the knowledge to ask those

questions. They don’t have even the certainty or even the courage to ask

the doctor a question. So we were fortunate. But my questions is, is there

something, are there certain people to help those people that are not able to

defend themselves?

Participants claimed that “there’s nothing out there” and these services “should come without
even asking”. They inferred that this advocate would help other not be taken advantage of within
the healthcare system.

Support was also desired from HCPs during moments of uncertainty. They acknowledged

that providers can’t get emotionally involved, but wanted providers to make more referrals and
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show emotion. Spiritual support was very important for the participants.

One participant remembered a special moment when a doctor “broke the norm”:
I remember that day that my wife and the babies were having surgery,
when the doctor told us, ‘They might not make it through the surgery’. |
was in the waiting room and my knees were like shaking... Our doctor,
the specialist, asked if he could pray with us. And to me that’s something

I’11 never forget for a doctor to call you over, put his hands around you and
your wife and pray.

Needing information to prevent complications and promote healthy pregnancy.
Informational needs were also very important to participants. Participants wanted information
about how to best prevent chronic conditions like diabetes or high blood pressure. They wanted
to know if their own health had an influence of their child’s health, and why some had pregnancy
symptoms like cravings, acid reflux and weight gain. Participants resorted to finding answers on
Google and other internet sources when they did not get answers from their providers. One
participant explained:

| remember asking but I couldn’t get a clear-cut answer on if there was
anything that we can do to prevent it [diabetes].

Another participant said:
I believe in my wife they found protein in her urine and she was
diagnosed with preeclampsia... but they had already seen that there was
protein about a month to a month and a-half before that. They didn’t tell

us because they said it wasn’t enough for it to cause a problem. But we
didn’t know what that meant.

Communication needs to make decisions. All participants expressed a strong desire for
better communication between themselves and the providers. Multiple examples were shared of
experiences where providers did not disclose or withheld desired information. Participants

recognized a clear gap in communication and expressed that some providers were hard to
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understand. Additionally, participants wanted to make decisions for their wives and families, but

do not feel supported to do so. One participant said:
They come in here a couple of minutes and it’s always the doctor leaves
and the nurse says, ‘Okay, so let me explain what he just said’. Why is it
like that?

Another participant agreed saying:

Yeah because there's like a gap in between the doctor. The doctor just
come in and blah, blah, blah and boom!

Another said:

[There's] Like a barrier in between patient and doctor. They are afraid. It’s
not like in Mexico.

Participants wondered if there were standards for all providers to give the same type of
communication to patients. They speculated that providers practice differently depending on
where patients receive care. One participant asked:

Does everybody receive the same standards? Because we know. We don’t

want to say it. We know, but depending what hospital you go to,

depending what insurance you might have, depending who you are, how

you look, you’re not going to get those resources.

After reflecting on previous pregnancies, one participant stated what he would tell his next

provider:

| had to tell my doctor, ‘Tell me everything. | don’t want to have to read
between the lines.” | want to know everything because I just do, you know.

Some participants gave recommendations for how providers should communicate.
Participants agreed that information should be given to all parents without asking. This
information was important for decision making and should be available to everyone. One
participant explained that this exchange was something that even his mechanic does when

getting his car fixed.



Well, it’s like when you take your car in to do maintenance and you
paying to do maintenance. They need to tell you that.

Another participant said:

But if they explain to me as a parent, they say like *Look, there's
something here. But we don’t want to do anything yet because the
procedure and the medication or whatever it is that we do to try to get rid
of that might cause more damage’ And that allows me to have both sides
of the argument and then decide what | as a parent want. Now, | don't
know if they give that information or not, but that's something definitely
that should be here.

Participants hoped that in the future, all families will have the necessary information to make
their own decisions.

“Is there a better way?”: Desire to build relationships with HCPs. Participants felt
that building a better relationship with their partner’s HCP was also a priority. Participants
described feeling ignored and avoided during interactions while attending appointments with
their wife.

One participant recounted his experience while trying to seek information:

Sometimes | would have questions and would try to talk to the nurse, and

she would try to avoid like talking to me, for no reason you know. ... So

she would try to have the conversation with my wife, not with me. Even

though I was not the patient, but I wanted to know what was going on.

He continued:

| remember one time with a different nurse. | tried to ask you know,

because | would see the monitor, that they put on my wife, different lines.

And | asked her ‘So what does those lines mean?’ | would see them going

up and down. She didn’t say nothing. She didn’t explain it to me. | just

wanted to know what it was, you know. | just wanted to hear an answer,

‘It was the heartbeat’ or | wanted just a brief explanation of what it was.

Participants appreciated providers who took time to answer their questions.

27
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Preference of communication with nurses. Throughout the discussion, participants
agreed they preferred communicating with nurses, and in particular during decision making.
They felt nurses had the best relationship with their family and should have more power to make
decisions. One participant explained:

And | always found myself, ‘Okay, doctor. You can go ahead and leave.
I’d rather just talk to the nurse.

Another stated:

They come in here a couple of minutes and it’s always the doctor leaves

and the nurse says, ‘Okay, so let me explain what he just said’. Why is it

like that? | would rather have the nurse come to him and say or be able to

say, ‘Hey, we should do this test or we should do this’.
Participants found that nurses were an important source of support during a hospital stay. They
trusted nurses more because they had time to develop a relationship. Participants questioned the
significance of the HCP role and advocated for increased nurse authority.
Another participant said:

Do nurses have the authority to make decisions? Because they’re the first

ones to build rapport with the patient, you know. They get to know the

baby. They’re coming in every hour or so to check on the baby.

Another agreed:

Because everything is, “We’ve got to wait for the doctor and his shift starts
at 8:00pm’. I’m positive the nurse knows just as much.

“Is this preference or what is best for baby?”: Disagreement with type of birth.
Participants were generally frustrated and confused with the type of birth their wife or partner
experienced. Nine of the twelve men experienced unexpected C-sections and still had many
doubts that the right decision was made for their family.

One participant explained his experience:
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Yet the physician almost once we got to full term insisted that we have a
C-section. And there was no explanation as to why other than to say ‘Oh,
this baby looks like it’s going to be big’

Another participant wished he had more information during delivery and said:

We went Wednesday in the afternoon. Saturday night they did the
ultrasound and they said he was fine. And when they did it he was upside
down or the opposite direction of which he was to be born. And we were
never told that. Now, if we would have known that we knew there was
harm, we would have done the C-section way before as soon as we got
there. Versus wait to be natural because that’s what the doctor wanted to
do.

Some participants valued natural childbirth and perceived C-sections to be used only in
emergencies. Participants began to do their own investigation online and compared their
experience to other places and even countries. One participant said:

And then another thing too, the natural part. I think part of that process can
help with ladies too. You take that away, the pushes and that stuff, your
body needs some type of, to experience certain things. So either you take
it away, take away the nature of it you know?

Another agreed saying:

But I just didn’t understand why, the reason why they were enforcing the
C-section on her if she wanted to have a vaginal birth. But | mean they
told her more than three times. And my wife, she looked up on Google
that I think in Japan they promote vaginal birth. They don’t use C-sections
unless it is very very necessary, but otherwise they won’t do C-sections.

Questions arose about outside factors that may have played a role in the decision to have a C-
section, including making a profit.
One participant said:

And really my main questions to even all the other comments and
questions now that are being made, as it relates to the mother and baby is,
how much does profit weigh into the decision of these physicians? It better
not, but the reality is in doing some of my own research after the fact, you
find that doctors, hospitals get paid more money for C-sections, which |
understand it if it’s necessary. But if it’s not necessary, and the mothers
have to go through a little more trauma with a C-section.
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Other participants added:

You have to have so many C-sections to make sure you make, you turn a
profit.... Yeah, more than a preference. Is it a quota you have to meet?

Theme 4: “Like a guinea pig” Frustration with the healthcare system

Experience of discrimination based on health insurance. Throughout the conversation,
participants described a difference in receiving healthcare services for their family and/or
community due to the type of insurance they held. This difference was seen in the treatment of
staff and providers, wait times at clinics, and services received.
One participant explained the difference he experienced:

I’ve experienced both. You go there and the wait times are very limited,
everyone is nice and courteous, the doctors explain everything...But at
other clinics where Medi-Cal recipients, it’s a lot different. The wait times
are extremely long, and | understand that, probably because there are a lot
of people that have Medi-Cal. But still the wait times are extremely long
and then the receptionist the people there, they don’t reassure you. It just
like “You got to wait”. But it does set a bad taste in your mouth.

Another agreed:

I’ve noticed, my daughters have Medi-Cal and | have regular insurance. |
can see the difference. The way they treat me for sure. When | go to my
doctor, which is you know just a regular HMO, they are a little nicer,
curious. Medi-Cal, when | take my daughters, they are short, and.. right
rough. And I just kind of treat them nice and then they realize, “Oh Okay,
he’s okay”. | can tell the difference, like immediately... It starts at the
front desk.

Another participant said:

Unfortunately, that whole insurance thing is real, man. | worked at a
hospital and unfortunately people that had Medi-Cal, like that need certain
scans, X-rays, or whatever, it shows what insurance you have right there.
And if you have Medi-Cal you are going to the back of the bus.



Experimentation and mistrust of providers. Medical mistrust was a final sub-theme
that emerged as participants tried to find explanations for decisions being made about their
wives’ pregnancy and/or delivery. During the antenatal period, certain tests and procedures
seemed experimental and without reason.

One participant shared his experience when his wife had diabetes:

Well, why is it she took all those notes down and she would keep track of

everything, and then in an instant they made a decision? [C-section] Why

does that happen? What's the purpose of all that detail and coming to all

those appointments? What's the purpose of all her work and effort when it

looks like they didn't even use it?

A participant answered:
Like a guinea pig almost, like use us for find the results, you know?
You’re thinking, okay, this is going to fix the problem. But really they're

still trying to figure out the problem, but using you.

Another stated:

Is it legal for them to use you, almost as research, without you knowing
basically?

Mistrust of institutions: Perceived priority on making profit. Participants believed
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there was a priority of institutions and hospitals on making a profit, which may negatively impact

families. Fathers were suspicious of research findings, hospital visits, and C-section rates.

One participant asked:

How much does loss of profit weigh into releasing certain research that we
have determined is better for mother, patient or what have you?

Another participant mentioned:
But with cesarean sections, you know, you get cut. You’ve got to go back

to make sure you heal up. They get paid for every time you visit, you
know.

Participants also wanted to understand if there were more Medi-Cal patients who had C-sections.
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I mean now with this that we’re talking about profiting with these C-

sections. | mean is there research out there based on private insurance vs.

Medicaid or Medi-Cal patients?

Discussion

This is the first qualitative research specifically exploring the experiences of MOC during
their partner’s pregnancy and birth. Findings from thematic analysis offered some answers to our
proposed research questions. During pregnancy, men found a sense of identity in supporting and
caring for their wives and partners. However, some men also experienced uncertainty, fear and
disappointment. Some men disclosed their faith in God and its importance for coping during
pregnancy. Participants were very concerned about the high rates of PTB in their community of
Fresno, CA. They do not believe their own health is a major contributor but do feel that their
health and involvement can influence outcomes.

Participants identified barriers and facilitators to having a healthy pregnancy. Regarding
barriers, overwhelmingly men reported they did not have enough support or information to make
decisions for their family. They described their desire for external support in the form of a coach
or an advocate to help “defend themselves” in a healthcare system that did not recognize their
information and communication needs. They often felt like providers were difficult to understand
and even withholding information. They advocated for nurses to have more authority for
decision-making because of nurses’ investment in patient and family relationships during
healthcare encounters. Additionally, men were troubled about the differential treatment of their
families and community who had public insurance. Furthermore, fathers mistrusted providers
when they were not given clear rationale or explanations for management decisions. Regarding
facilitators, MOC recognized that being a good support, being grounded in faith, having clear

information and knowing about resources all helped have a healthy pregnancy. One notable
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facilitator men reported pertained to limiting C-sections. Participants valued the natural process
of birth and wondered if their wives received C-sections because it brought profit to the hospital.

These results both confirm previous research findings, and also bring to light new
information of men’s experiences not yet reported in the research literature. The review of the
qualitative research literature prior to commencement of this research revealed four dominant
themes of role transition, mixed emotions, neglect, and unmet informational needs. In this study,
MOC similarly had these experiences, including neglect and lacking information as found by
Steen (2011), Poh (2014), and Kowelessar (2014). While men of color, whose babies were born
preterm, felt as if they were on a “roller coaster” ride, they also expressed gratitude for NICU
support. New themes revealed in this study included the importance of faith, needs for support,
experiences of discrimination, and mistrust of the healthcare system and providers. For MOC,
unmet informational needs were often compounded by mistrust. Men questioned management
decisions and experienced differential treatment. The dominant narrative about fatherhood in
society has not sufficiently addressed these areas for men of any ethnicity.
Current and Future Research

Critical race theory allows these new narratives of MOC experience during pregnancy
and birth to challenge and expand the dominant narrative within the research literature and
society more broadly. The current narrative of men’s experiences has been largely based on
homogenous groups from the United Kingdom, Australia, and Sweden who live in high resource
settings. Within the US, the dominant narrative of men’s experiences of pregnancy has
historically been based on experiences of White men (Parke et al, 2004). These experiences do
not explain the narrative of MOC in the US whose partners are at increased risk for PTB.

Historically, selected narratives and assumptions have been made about MOC and their role in



34

fatherhood. Since POC have unique stories and experiences in America due to histories of
oppression (Delgado, 2017), including the experience of MOC will profoundly impact the
narrative. Critical race theory challenges the body of literature to accept this limited experiential
knowledge as truth (Delgado, 2017). Sharing a complete narrative allows MOC to feel validated
in their experience and helps HCPs provide optimal maternity care to MOC and their families.
The experience of MOC is unique and cannot be assumed to support the current dominant
narrative comprised of the experiences of White men alone.

Many questions still remain unanswered in the literature. Further qualitative research is
needed to explore the experience of MOC whose partners are at higher risk for PTB. Learning
the experiences MOC who live in urban neighborhoods where PTB rates are elevated is a
priority. Do other MOC also experience lack of support, communication barriers, mistrust and
use faith to cope? Do MOC living in high income communities have different experiences than
those living in low income communities? Moreover, there is no research on whether MOC have
different experiences if a midwife or a physician attends their partner’s birth. Additionally,
further research on the types of support that MOC desire is needed. Would MOC have similar
needs if they had a doula present? Do MOC in the NICU also feel supported by HCPs and
encouraged to participate in caregiving? These are just a few of the many unanswered research
questions that should be pursued as part of a major effort to address this critical knowledge gap
and inform interventions to improve PTB outcomes.

Implications for Clinical Practice

As the dominant narrative begins to include the MOC experience, midwives and other

HCP and health system leaders can learn how to better serve MOC and their families. Providers

play a major role in the experience of their patients and can help mitigate negative experiences
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and reinforce positives ones. Based on the experience of MOC in this study, the following
recommendations for HCPs are made: 1) Expect that MOC may define their role as being “The
Rock” and provider for their families and, if confirmed, work with them to identify ways to
support them in this role; 2) Assess the need for increased support in the form of religious
support, coach or advocate so that MOC can fully participate in their partner’s pregnancy and
birth and fulfill their desired roles; 3) Implement strategies to improve patient/family-provider
communication, such as meaningfully including MOC in discussions during the antenatal and
postnatal periods; 4) Do not withhold information - give full explanations and rationales for
recommending management plans and be honest if you do not know the answer; 5) Validate the
importance of the nurse-patient/family relationship and acknowledge nurses as a key participant
in patient care; and 6) Ask male partners about their own experiences of mistrust and
discrimination in healthcare and explain how those situations will be prevented/addressed during
the current pregnancy and birth care. This last recommendation is particularly important because,
as CRT states, racism is a common experience of most POC. By acknowledging this experience,
MOC may feel more comfortable to share their narrative and become allies in improving PTB
outcomes for their individual families and for their wider communities. Furthermore, these
recommendations align closely with the Philosophy of Care of the American College of Nurse
Midwives (2004), which advises midwives to uphold reverence for patient and partner
experience in practice.

Additionally, healthcare system-level interventions are needed to address the issues
identified by MOC in this study. First, it is imperative to involve MOC by asking them what
ideas they have to better integrate men into maternity and neonatal care. Second, explicitly

acknowledging and addressing the lack of diversity within midwifery, nursing and medical



36

professions may help decrease provider mistrust and miscommunication. Third, hospital
administrations and institutions can provide accessible information about profit gains for
cesareans, tests, and procedures during delivery. Building better relationships and accountability
between hospitals and their patient populations can limit institution mistrust, especially for POC
who have been historically and presently been abused within the US healthcare system.
Limitations and Strengths

These findings should be evaluated in light of the limitations and strengths of the study.
First, the findings are based on the experiences of a small sample of MOC from Fresno, CA,;
therefore, they may not reflect experiences of the larger MOC population. Additional qualitative
research, including focus groups and interviews, should be conducted with multiple samples of
MOC to further expand and confirm these research findings. Although the sample was a racially
and ethnically mixed group, further research is needed to learn about MOC experiences, both in
diverse and in racially homogenous settings. Also, the exclusion criteria limited the literature
search results to only English LR articles, and reviews that may have included other studies were
missed if they were written in other languages. Strengths of this research included: rigorous
review of prior literature in developing the novel research question, careful attention to data
collection and analytic methods to ensure that findings represented credible themes from
participant perspectives. Finally, this research provides actionable recommendations for
researchers and for HCPs who serve MOC and their families.

Conclusions

This is the first qualitative study to focus solely on the experience of MOC during their

partner’s pregnancy, and their child’s birth and postnatal care. It revealed a new narrative that

broadens the traditional view of men’s experience during partner’s pregnancy, birth, and
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postpartum periods. When viewed through the lens of CRT, the main thematic findings of
providing comfort, unmet needs, faith during uncertainty, and frustrations with the healthcare
system, can guide future research as well as clinical and institutional practice improvements.
Focused interventions on father-centered communication is needed to help rebuild trust for MOC
at all phases of maternal and neonatal care. More large-scale studies are needed to assess the
impact of pregnancy and postnatal care provision on MOC in the U.S. Additionally, MOC need
to be included in formulating solutions for health service design and implementation. Midwives
and other HCPs have a significant role to acknowledge discrimination and mistrust that MOC are
likely to continue to experience, and to assess needs for support and involvement in decision-
making. As MOC and their families are at greater social and medical risk for PTB, their voice

and experience should be included and validated as central to all future work.
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